However, clinicians who have some appraisal skills will benefi t most from preappraised resources.
Clinicians who want to practice EBM but are neither confi dent of their appraisal skills nor having the time to do their own search and appraisal can obtain on the internet many summaries, reviews and preappraised resources either for free (TRIP Database, ACP Journal Club, Cochrane Library, etc) or through paid subscription (UpToDate, 5-Minute Clinical Consult, etc). Pointers to these resources can be found on many EBM web portals. Many of these websites are very useful references for clinicians although some of their user interface may be more suitable for desktop computers and not for the small screen on mobile devices. Some features, although free, require registration to access content. For clinical practitioners in remote locations with limited access to preappraised resources, unreliable or slow or metered connections to the internet or insuffi cient computer resources, MEDLINE citations accessed through smartphones and other internet capable portable devices may be useful.
The National Library of Medicine has developed 'consensus abstracts' (http://pubmedhh.nlm.nih.gov/consensus.php; short URL -http://go.usa.gov/xF0), a web application especially formatted for wireless mobile devices (cell phones, smartphones, tablet computers), whereby a clinician can search for current medical literature from MEDLINE/ PubMed. A search is initiated by using either one of two interfaces: in 'PICO' (Patient, Intervention, Comparison, Outcome), the clinician determines the patient's problem or condition and indicates the intervention or management option and desired outcomes, if any. For example, in a child with severe generalised acute abdominal pain where the physician is considering giving an analgesic but concerned that it might mask the diagnosis of appendicitis, the query might be structured as: P 'child with generalised abdominal pain', I 'analgesics', O 'diagnosis of acute appendicitis' . A dropdown list prompts the clinician to select a publication type, such as, clinical trial, meta-analysis, randomised clinical trial, systematic reviews, practice guidelines, or not specify any at all for a broader but less evidence-based search. With 'askMEDLINE', a healthcare provider can search using free-text, natural language terms. For example, one could simply type, "In a child with acute abdominal pain, will analgesics mask the diagnosis of acute appendicitis?" The search algorithm parses the query then sends it to PubMed's database. Consensus abstracts then retrieves relevant articles from PubMed, which are displayed as a list of journal citations (author, title, publication date, PubMed ID). A checkbox next to each item allows the clinician to choose citations of interest, or, if the fi rst series of articles are deemed relevant, they can be selected for display through a 'Submit' button. The exact number of articles can be entered in an input box.
After the selection is made, TBL ('the bottom line') 10 summaries of each abstract (one or more) are shown simultaneously in one web page for review. The search terms and publication types are displayed within the results page. The TBL and full abstract can also be displayed in the results page by clicking on the links, so the clinician will not need to leave the results page. Full-text articles (if available) and a list of related articles can be retrieved through convenient links from each citation. The TBL is derived through a computer algorithm, not summarisations by individuals. TBLs were originally created to shorten abstracts sent as SMS text messages. 11 In structured abstracts, the Conclusion is used as the TBL. If no Conclusion is found in the abstract, it is derived through a word counting algorithm, plus the abstract's two last sentences. Search results may be sent by text messaging or by email for reference and for sharing with colleagues.
Consensus abstracts, through the PICO search format, natural language searching features of askMED-LINE, publication choices and easy-to-read text view of results may provide the clinician a convenient alternative to searching MEDLINE at the point of care. Concurring abstracts from independently conducted randomised clinical studies and systematic research from meta-analysis and systematic reviews may enable the clinician to practice EBM while mobile.
Clinicians will still need some skill in making judicious use of consensus abstracts and in incorporating them in their management decisions. Often, these abstracts will not exactly mirror the patients they see, so medical acumen is still required to assess their applicability to their patients together with the patient's history and laboratory values. Abstract lengths are often limited by journals so these requirements will preclude full discussion of methods and results. They are also subject to authors' biases on what they might deem important. Drug dosage and interactions may not be available. This could be a challenge as the vast majority of queries will be about therapy. If dosage is not available, standard formularies could provide useful guides, and pharmacologic references will need to be consulted to learn more about adverse reactions and side effects. Many of them are available on the internet as well. Accuracy may be achieved further if all who are involved in the publication process -authors, reviewers and editors, do their utmost to ensure that the abstract is true to the full article.
Clinicians should also be aware that abstracts may not accurately represent the full-text article or may not even be a complete summary of the article. A review by Pitkin on the inaccuracy of data in six major journals showed that the discrepancies were "surprisingly large, ranging from 18-68%" although the errors discovered "were quite minor and not likely to cause serious misinterpretation." However, sometimes, they were found to be more serious. 12 Journals have taken steps to improve the quality and accuracy of published abstracts. JAMA's efforts to improve abstract quality using quality criteria to review and edit abstracts accepted for publication seemed to be effective. 13 Wong et al 14 compared 54 abstracts published in BMJ, CMAJ and JAMA in 1991-1992 (same abstracts reviewed by Tadio et al 15 earlier) and in 2001-2002. They concluded that the abstracts from the three journals had 'superior quality scores' . Among several criteria evaluated, the most relevant to this discussion are the Intervention (criteria: information on intervention given, common names, description, duration) and the mean quality score of Conclusions (criteria: direct relation to purpose, consistency with results). They were found to be nearly 100% although the scores on the studies' limitations not being mentioned were poor. These inaccuracies, although mostly 'minor', emphasise the need to fi nd multiple concurring abstracts from systematic studies or randomised controlled trials to support a clinical management plan. Clinicians should not base clinical decisions on just one abstract alone.
Consensus abstracts are probably best applied in confi rming a clinician's management decision or as a guide to modifying one. In Sackett's study on the evidence cart, more than 50% of patient management decisions were confi rmed or corrected by having access to information on the evidence cart. 16 The smartphone with its capabilities to connect to the internet in real-time and various stand-alone medical applications could now be the virtual evidence cart. The clinician with a preconceived management plan would therefore benefi t most from consensus abstracts. At the very least, consensus abstracts can be a good starting point to pursue further research as links to full-text articles and related articles in MEDLINE are provided. It is probably best to avoid controversial topics, unless clinical necessity requires an immediate decision to be made.
The clinician could initiate a search for high-quality systematic studies (meta-analysis, systematic reviews) on the 'hierarchy of evidence' pyramid. If none is found, the search could progress down the evidence chain to randomised controlled trials or even lower in the evidence hierarchy. However, the search could also begin from less systematic research then up the evidence chain for confi rmation or validation of randomised controlled trials, clinical trials and especially for less stringent research studies or reports. Consensus abstracts are designed, so the clinician could select abstracts of systematic reviews, meta-analysis, randomised controlled trials, practice guidelines and other publication types. The abstracts chosen to support or to modify a clinical decision, especially randomised controlled trials, should include suffi cient detail (purpose, setting, population, methods, intervention, results and conclusion) to be useful.
Clinical evidence has to be accessible to be most useful -if it is not, clinicians will not use them even if the need is high. 16 The more effort is required, the less likely it will be used. Smith 17 found that most doctors prefer their information to be electronic, portable, fast and easy to use. They want it to access an authoritative medical knowledge database and an electronic medical record. In consensus abstracts, convenient, current evidence from MEDLINE/PubMed that could be useful for making clinical decisions is available at the point of care to any clinician anywhere in the world, even in the most remote areas with meagre computer resources through a mobile phone. It is probably in these areas where the need for evidence is greatest. Together with the patient's history, laboratory tests and other synthesised evidence sources available on the internet, consensus abstracts could enable the remote care giver to practice evidence-based patient care. As one physician practicing in a remote clinic puts it, "the Internet allows me to go outside of my academic jail."
Research to see how often consensus abstracts of randomised controlled trials reach the same conclusion as systematic reviews or meta-analysis and to see how physicians would interpret consensus abstracts would be a major contribution to this area of EBM. A randomised controlled trial to evaluate its use with simulated cases might be an appropriate next step.
The views and opinions of the author expressed herein do not necessarily state or refl ect those of the National Library of Medicine, National Institutes of Health or the US Department of Health and Human Services.
